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Introduction: The BridgePoint Medical System (BPMS), consisting of the CrossBoss catheter and the Stingray re-entry system, can facilitate Chronic 
Total Occlusion (CTO) Percutaneous Coronary Intervention (PCI), possibly increasing antegrade success rates over a wire only approach (WOA).  
Previously, BPMS has demonstrated high success rates in patients with challenging CTO lesions. Whether antegrade procedural success could be 
improved with the BPMS over an initial WOA is not currently known. The aim of this study was to assess this potential in a real world setting.
Methods:   The study population was derived from consecutive patients accepted for CTO PCI with an intended antegrade strategy by a high 
volume operator.  CTOs matched by factors known to affect procedural success were analyzed by an initial strategy of BPMS versus WOA.  Procedural 
characteristics, antegrade success rates, and need for the retrograde technique were compared.  
Results:   Acute CTO PCI success was achieved in 97.1% of 101 consecutive attempts. Patients selected for BPMS (n = 42) and wiring strategies 
(n = 59) had similar predictors of CTO difficulty including lesion length (23.6+14 vs. 22.8+20 mm, p = 0.84), blunt proximal cap (38 vs. 49%, 
p = 0.32), calcification (71 vs. 61%, p = 0.30), and tortuosity (71 vs. 61%, p = 0.30).  Antegrade success rate using the BPMS was significantly 
higher than a WOA (86 vs. 64%, p = 0.022) and required a lower conversion rate to retrograde (12 vs. 32%, p = 0.02).   There were no procedural 
complications in the BPMS group and two localized perforations in the WOA group.
Conclusions: A dedicated device for antegrade dissection and re-entry can greatly facilitate CTO PCI when compared to a wire based strategy 
in complex lesions.  This reduces the need for retrograde conversion promoting efficiency while potentially saving time.  By proceduralizing the 
antegrade approach, higher success rates could be achieved potentially leading to improved outcomes in operators without retrograde training.
